Case report
The patient was a 21-year-old black female who initially presented at age 19 for evaluation of fever, pericarditis, and polyarthralgias involving the right wrist, right ankle, and both knees. Three months earlier, after a severe sore throat lasting several days which resolved spontaneously, elevated ST segments were found on the electrocardiogram and prompted admission to another hospital 'to rule out a myocardial infarction'. Lignocaine therapy was begun, and the patient developed bradycardia with seizures and had a respiratory arrest. Fever an erythematosous macular rash on the trunk and abdomen. The fever and rash resolved quickly without additional therapy. After 24 weeks the patient was discharged on 50 mg/day of prednisone, which was rapidly tapered to 30 mg/day while she was an outpatient.
Over the subsequent 6 months the white blood cell and platelet counts, haematocrit, and sedimentation rate returned to normal. The patient complained only of intermittent swelling and pain in the right wrist and one 3-day episode of pleuritic chest pain. Twelve months after the initial illness she was taking prednisone 5 mg/day, when sore throat, pleuritic chest pain, occasional chills, and cough developed; and swelling of both wrists was detected. The haematocrit fell to 25 %, white blood cell count rose to 69 x 109/l and the platelet count, to 1400 x 10/1. The levels of C3 and C4 were normal or elevated, and the tests for antinuclear antibodies and rheumatoid factor were negative. Higher doses of prednisone were required to control these problems. Elevated liver enzymes were again noted over subsequent months, but could not always be correlated with very high levels of aspirin and appeared to accompany flares of the disease. Attempts to decrease the dose of corticosteroids repeatedly produced exacerbations characterised by polyarthritis of wrists, knees, and right ankle, pericarditis, pleuritis, and abdominal pain, with intermittent signs of peritoneal inflammation. Fever was a frequent but not invariable accompaniment. Leucocytosis and thrombocytosis recurred with activity of the disease, and the haematocrit remained between 25 and 30%. Serum complement (CH50, C3, C4) remained normal or elevated, and tests of serum chemistry remained negative. Renal function remained normal. Physical examinations showed limited flexion and extension of both wrists and frequent swelling with limited flexion of both knees. X-rays revealed early narrowing of all intercarpal joints of the right wrist.
Fourteen months after her initial illness the patient began to complain of mild dyspnoea on exertion and an intermittent cough occasionally productive of white sputum. Chest x-rays revealed hypoinflated lung fields. (Fig. 1) .
Over the subsequent 5 FRC 1 * 1 1(45 *4 % predicted), RV 0 * 83 1(60 *3 % predicted). The chest x-ray continued to show hypoinflation and slight blunting of the left costophrenic angle. X-rays of the wrists obtained 26 months after onset of the disease revealed marked narrowing of the intercarpal and carpal-metacarpal joint spaces, particularly in the region of the capitate. Moderate narrowing was seen also at the radiocarpal joint space, and mild erosive changes were present (Fig.  2) . At present the patient complains of moderate dyspnoea, and pulmonary function tests revealed no significant improvement.
Discussion
This case has most of the major features of adult Still's disease. Medsger 
